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a height which, according to Strauss , 12 would suggest a dubious 
prognosis. This patient died; another, with much less retention, 
also died. 

The relatively normal elimination of phthalein in some cases of 
eclampsia and the markedly lowered excretion in some clinically 
normal eases will not permit us to draw any conclusions as to its 
real diagnostic or prognostic value from this brief series. 

The presence of a rising blood-pressure, the condition of the urine 
as regards albumin and casts, and the clinical picture are severally 
more important than either of the newer methods wt have employed. 
Further experience may modify this view, for Widal considers the 
examination of the blood of greater prognostic, if not diagnostic, 
value than the examination of the urine. 

We are indebted to Dr. It. C. Norris for the privilege of studying 
in this connection several interesting cases at the Preston Retrent. 


PROLAPSE OF THE OVARY: ITS RATIONAL MANAGEMENT. 

By Chauncey D. Palmer, M.D., 

EMERITUS PROFESSOR OF OBSTETRIC* AND OINECOLOQT IN THE MEDICAL DEPARTMENT 
Or CINCINNATI UNIVERSITY. 

Any prolapse of the ovary, ns a distinct, clearly defined, and 
well-recognized entity, is a morbid condition of a not uncommon 
occurrence. That this organ of the female sexual system can be 
so displaced must be apparent to all observing gynecologists. 

The left ovary, experience teaches us, is more frequently so 
disordered. Thus, firmly connected with the uterus by the short, 
stout, fibrous ovario-uterinc ligament, it must, by forces of neces¬ 
sity, in the normal movements of the body, be altered somewhat 
in its position in various directions; and situated normally on the 
posterior and upper surfaces of the broad ligament, it is also put in 
intimate association with the physiological position and condition 
of the rectum, namely: its distentions ns a reservoir for fecal matter 
and a channel for its evacuation. The physiological movements of 
the human body in daily life necessarily imply many alterations 
in the posture of the pelvic viscera to a varying degree. The 
wise dispensation of nature that an ovnry can materially change 
its position, without any derangement of its sensation or function 
is one of the many provisions of our created organization. 

A displacement of any of the internal genitalia of the human 
female is then a morbid entity only when these alterations in posi¬ 
tion are persistent and unalterable by' natural efforts, and when 


** l/oo.cit. 
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they become the sources of pelvic discomfort and constitutional 
disturbances. < . 

Any displacement of the internal genitalia may be primary or 
secondary. Primary, when this alteration lias no antecedent 
pathological change; secondary, when such morbid variations do 
exist. 

Primary displacements are usually traumatic m origin and pre¬ 
cipitous i'n action; secondary, are slow and insidious in causation, 
and gradual in manifestation. 

Without doubt some cases are congenital, occurring in the form¬ 
ative stages of genital development. 

Most eases of ovarian prolapse are secondary, and are necessarily 
aggravated by individual, coexistent, or antecedent conditions. 
These pathological changes partake of various varieties and degrees. 

In the consideration of uterine displacements we classify these 
causes into : (a) those attributable to an increased bulk and weight 
of the organ; (5) those resultant from some relaxation of the normal 
supports; (c) those dependent upon an increased nbdominal pressure 
from above; (d) those arising from abnormal tractile forces from 
below. So with the ovary. Two or more of these causes may be 
operative in the same case. 

It is unnecessary to enter further into the special causes, con¬ 
tributing to an increased bulk and weight of the ovary, or to the 
underlying conditions favoring some relaxation of support. There 
is always some elongation of the suspensory or the infundibuliform 
pelvic ligament in such cases. 

In this consideration of the subject of ovarinn prolapse, we 
desire to have our remarks referable only and distinctly attributable 
to conditions in which the ovary is the only offending organ, and 
not to cases associated with, or dependent upon, backward pr 
downward dislocations of the uterus. 

Backache and sensations of pelvic weight and heaviness are 
ordinarily present, especially at the periods of ovulation and 
menstruation, owing no doubt to an intrapclvic physiological turges- 
cence of blood-supply at this time. More pronounced nnd charac¬ 
teristic symptoms ore pain during defecation, continuing, it may be, 
for hours after unless the stools arc free nnd soft. Sexual inter¬ 
course is always painful, for the reason that the ordinary completion 
of this act implies more or less contusion of this displaced and tender 

There is usually menorrhagia and dysmenorrhea also. 

The anatomical fact that the right ovarian vein empties obliquely 
into the ascending vena cava, while the left ovarian vein has its 
outlet at right angles into the renal vein, is one of the reasons 
why the left-sided organ is more inclined to have an obstructed 
venous circulation, and becomes, in consequence, more often the 
seat of some pain, with many of its structural lesions. 
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There are varying degrees of prolapse. To be unmistakably 
noticed, the utmost displacement must be present, that is, the 
ovary lies at the bottom of Douglas’s fossa. 

Constitutional symptoms are such as are usually manifested in 
many female pelvic diseases. In the main, both local and general 
symptoms are dependent on the vicissitudes of female life, with its 
many changes of pelvic circulation of an active or pnssive kind. 

The diagnosis is easy, yet it may be confounded with a retro- 
flexed uterus, with an extra-uterine fibroid, situated on the posterior 
uterine wall, or with the presence of a chronic pelvic inflammatory 
exudate. A careful bimanual method of examination of the vagina 
and rectum makes clear the nature of the case. From the first 
condition, it can, if needed, be safely differentiated by the gentle 
insertion of a thoroughly sterilized, flexible, copper uterine'sound, 
followed by rest; and, from the latter, by the careful history of the 
case, and by the continuance, if not the persistency, of the retro¬ 
uterine morbid mass, unaltered by taxis, with the patient in the 
knee-elbow posture. 

A prolapsed ovary is at times a tender, pulsating body—the most 
disturbing cases. 

The most important of all things, in a practical sense, consists 
in the complete and permanent rectification of the displaced ovary, 
a condition which, if neglected, surely will sooner or later lend to n 
general disarrangement. 

In the first place strict attention must be given to obtaining 
daily by diet, and by medicine if necessary, a full, fre6, soft, 
easy evacuation of the intestinal tube—the most important serve, 
of the human body. For the most part the salines or the sulpho- 
saline mineral waters answer this purpose well during the summer 
months. 

Occasional small doses of calomel (gr. -jV each), followed by phos¬ 
phate of sodium or sal Rochelle or Pluto Water, or a laxative pill 
of podophyllin, belladonna, and nux vomica, also accomplish this 
end at any time. The following rule should be observed: To take 
an appropriate dose of either, at night on retiring, or early the 
following morning fasting, provided the requisite movement of the 
bowels has not been obtained the previous day. 

The avoidance of constipation not only cleanses the system, but 
it aids digestion; it gives less work for the kidneys to do, in the way 
of systemic elimination; it clears the skin and it promotes mental 
and bodily activity. How many women have obtained thereby a 
complete relief from repeated attacks of a troublesome migraine, 
or a less pronounced septic invasion of the nervous system, because 
of the processes of auto-intoxication. 

In the next place, make certain of the judicious adjustment of the 
patient’s clothing about the waist, and largely its suspension from 
% shoulders. Corsets, in size, shape, weight, and personal fit, 



504 


PALMER: PROLAPSE OP THE OVARY 


are needful; certainly, more improvement in these particulars is 
obtainable today than in years past. 

In fine, it should be impressed on the patient’s mind tlint con¬ 
tinued efforts on her part are ever to be made to reduce the intra- 
abdominal pressure from above upon the pelvic viscera and their 
circulation. In so doing we are instrumental and helpful in adding 
to woman’s comfort and activity of body, ns well ns improving the 
posture, the ease, and the grace of her movements. 

It has been my practice for years to direct such patients ns are 
afflicted with an ovarian descent to assume the gcnupectornl posi¬ 
tion of the body, with the chest resting on the mattress of the bed 
(face turned of course to either s.idc), while the pelvis is elevated to 
the utmost. There is no better time in the day for this duty than 
early in the morning after the alvine evacuation, nnd again in the 
evening before retiring. Each time should consume about twenty 
minutes. The patient should always avoid lying on the back; 
always rest, in the recumbent position, on cither side, somewhat 
semiprone. 

Constitutional treatment by medicinal agents and hygienic 
measures arc of course advantageous. Special indications arise 
because of anemia, debility, general nervousness, nnd insomnia. 
Prolapse of the ovary is usually detected in debilitated, sensi¬ 
tive, and neurasthenic conditions of the system. Always, then, 
endeavor to elevate the standard of the general health by all 
reasonable hygienic measures. 

In most instances of ovarian prolapse there is more or less men¬ 
strual disorder. There is no amenorrhea, but there is some dys¬ 
menorrhea, and at times a serious menorrhagia. The menstrual 
flow often appears too frequently, is usually prolonged in time, 
as well as increased in quantity. No doubt in such cases some 
structural vascular lesion is induced in the endometrium, by virtue 
of the morbid changes in the ovary, requiring special treatment for 
its cure. Thus a curettcment of the uterus may be done at the same 
sitting, preceding the abdominal section for nil oophorectomy. 

There are no specifics for this affection. Naught, 11011-operative, 
can be done beyond the utilization of the aforementioned means, 
faithfully nnd skilfully employed nnd the use of general tonic nnd 
hygienic measures. Local means may be needed to keep the vaginal 
canal clean, the pelvic congestion reduced, nnd its circulation regu¬ 
lated. 

Mechanical supports for ovarian prolapse, with or without any 
association of a backward uterine dislocation by the use of pessaries, 
are painful and harmful. Vaginal tampons, constructed of absorb¬ 
ent wool, soaked with the thymolatcd boro-alumino-glycerite, nre 
better. 

The hitter arc employed to the best advantage as follows: Not 
to exceed twice weekly, in the absence of the menstrual time, the 
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patient assumes the genupcetoral posture, when gentle taxis is 
applied to readjust the ovary. With Sims' speculum retracting the 
perineum and the posterior vaginal wall the vaginal .surfaces are 
cleaned with dry absorbent cotton, when nn appropriate size and 
shape of wool tampon, saturated with tbymolated boro-alumino- 
glycerite, is firmly packed into the posterior vaginal cul-de-sac, and 
there allowed to remain for two full days. A hot vaginal douche 
should follow its removal. The patient then experiences more or 
less comfort, from the reason that the downward movement of the 
displaced ovary is counteracted and mechanically supported by the 
wool; and the congestion is diminished by the hydrogogue action 
of the glyceritc. Palliation may follow these procedures, so much 
so that further treatment may not be required. 

But surgical treatment is clearly indicated in many cases because 
the above-mentioned means and measures properly and faithfully 
used, sometimes fail. 

The operation of oophorectomy may have to be done on account 
of some serious structural changes of the ovary If so, it should 
always be done by the abdominal route, never by the vaginal 
method, for the reason that it can be so done more intelligently 
and thoroughly and just as safely. In this connection it is well 
demonstrated that an abdominal section affords the best of all 
means of determining accurately what is the condition within the 
pelvic cavity, the degree of the morbid process present, and what 
should be done for its betterment. . # 

Modern pelvic surgery for women has unquestionably been 
overdone. In no way has it been so much abused as in the removal 
of some of the pelvic organs, under the impression that permanently 
good results are thus to be obtained. Experience teaches, however, 
in many instances the falsity of .this belief. When to sacrifice the 
ovary is a serious question. While it is true that the removal of 
one ovary does not cause menstrual cessation, nor induce sterility, 
nevertheless it behooves us always to be careful and conservative, 
and to sacrifice no organ or the part of any unless reasonably neces¬ 
sary. With this understanding it seems to me that it should be 
done only for otherwise incurable structural lesions. 

The abdominal section is best done with the patient in the 
Trendelenburg posture. The offending organ is seized by the 
fingers of the left hand, lifted up from the Douglas’s fossa, where 
- it had fallen, into the line of the abdominal section, when its 
attachments and its circulating vessels can be judiciously managed. 

A needle, armed with a loop of No. 2 catgut, is first passed through 
the upper border of the broad ligament, adjoining the uterine wall; 
and a second one through the same structure on the pelvic side 
of the dislocated ovary. Both are firmly tied. All intermediate 
structures, including of course the ovary, are exsected. The raw 
and bare surfaces remaining along these lines are stitched over 
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in a continuous suture nml closed, to prevent bleeding nnd to 
rcstrnin septic infection. No pain ought to supervene if the section 
is aseptically done. 

This method of the application of the ligatures is better than with 
the Staffordshire knot; yes, superior in every particular, popular 
though the latter has been made. The Staffordshire knot implies 
the strangulation of an unnecessary amount of tissue; consequently, 
for several days following, the patient suffers needless pain. 

In the making of an uncomplicated oophorectomy the normal 
attachments of the diseased organ may be transfixed by n needle, 
armed by a loop of sterilized catgut, which, divided into two sec¬ 
tions, may be interlocked nnd tied. The corresponding Fallopian 
tube, uidess diseased, remains undisturbed. 

It will be found at times that the displaced ovary is fixed 
and becomes irreducible, because of peritonenl adhesions, de¬ 
manding then, of course, its complete extirpation. Some rem¬ 
nants of an old chronic pelvic peritonitis are frequently found in 
these eases, complicating and stubbornly resisting a complete 
oophorectomy, so much so that it becomes difficult to ascertain 
how much of the same lies at the bottom of the patient’s pelvic 
disease. 

Before any abdominal section is commenced, conservative sur¬ 
gical procedures are in all cases to be entertained. A partial ovarian 
section, the puncturing of any distended cystic formations, may 
suffice. For a simple displacement, the ovary not being seriously 
diseased, no exsection is needed, for a suspension of the infundi- 
buliform ligaments answers all purposes. At the time of the 
operation an opportunity is afforded for the best display of judg¬ 
ment and skill on the part of the gynecological surgeon. Of course, 
both ovaries are to be lifted up fpr inspection. Let the patient’s 
interests always be first considered. Let her age, her social condition, 
her desire for future offspring, become the problems paramount for 
an individual solution. 

There is no constant special anatomical or pathological entity 
always existing in these cases of ovarian prolapse, just as there 
are none in any forward, backward, or downward dislocations of 
the uterus. 

Some ovaries are found comparatively healthy; some are con¬ 
gested or inflamed; some the seat of follicular formations; again, 
cystic degenerations or small abscesses may be detected. When 
this organ is elevated and brought into view the opportunity is 
also afforded to examine its appearance, determine the structural 
alterations within, and judiciously decide what course of action 
it is best to pursue. Always remove the diseased ovary entirely 
or in apart as indicated, but let the healthy organs remain. 

All cases of ovarian prolapse arc, as intimated, associated with 
no inconsiderable amount of constitutional depreciation of general 
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health. Hence, as prolapsed and tender ovaries are most pro¬ 
nounced in neurasthenic women, it follows that measures of a tonic 
and roborant kind are essential before and following any possible 
intervention of a surgical nature. 

Whenever a complete oophorectomy of one side is done, experi¬ 
ments on the lower animals (rabbits) and experiences in human 
females prove that the remaining healthy ovary may take on a 
renewed activity, so much so that in from a few months to a few 
years in younger women a compensatory hypertrophy of the 
opposite organ has recompensed for the loss. 

In some of these cases, there unquestionably i3 a degree of dis¬ 
tinct chronic ovaritis. The left-sided pain complained of is more 
continuous, persistent and severe than the right—a peculiarity no 
doubt attributable to the proximity of this left lateral organ to 
the rectum, with its scybalous masses of feces, and because of an 
increased congestion in the organ. • 

The Faradic electric current, judiciously administered, will be 
found of signal service. Its application should be derived from a 
very long wire, at least 1500 yards; a number 30, with a mild, 
smooth electric motive force, and with very rapid interruptions of 
the rlicotomc—the more rapid-the better. Any increase thereof 
should be very slow and gradual. 

The strength of this current should be regulated by the sen¬ 
sations of the patient; it should never be productive of any 
unpleasant sensations; better only barely perceptible to her. The 
best results follow a 15 to 20 minutes’ seance. 

Such an electric current is distinctly analgesic in its effects. 

The galvanic current is adapted only to old, long-continued, 
chronic cases, which are probably associated with varied peri- 
oophoritic morbid changes. Then, the positive pole, wrapped with 
moistened (salt water) cotton, is lodged within the posterior 
vaginal cul-dersac, while to the negative pole is attached a flat¬ 
tened electrode, covered with gauze, thick in structure, wet with 
a potassium iodide solution, and placed over the lower abdominal 
surface. 

The galvanic current, passed through the intermediate struc¬ 
tures, between the two electrodes, so decomposes the potassium 
iodide solution, that it attracts the iodine to the positive pole, 
with a deposition of the alkali at the negative. In this way the 
alterative and resolvent influences of the iodine is promoted, per¬ 
haps better than from the use of larger quantities of the 3ame 
medicament by the mouth. 

It seems to me, beyond any peradventure of doubt, that elec¬ 
tricity, in the various forms of the Faradic current and the gal¬ 
vanic, each scientifically employed, is a remedy of no mean power, 
in gynecological therapy. 

There arc no distinctive or fixed anatomical changes in painful or 
prolapsed ovaries. Most cases are noticed in neurasthenic women. 
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Therefore, it is by a restoration of the nervous tone of the 
system at large, by a roborant plan of treatment, with manifest 
improvement of the general health that these sensitive organs 
cease to be tender, although somewhat downwardly displaced. It 
is to better the local circulation of the blood, and to improve the 
nervous condition of the patient, factors largely responsible for the 
symptoms'present, that we must direct our attention in all of our 
treatment, both general and local. So it is in the management of 
dislocations of the uterus. 

I have introduced this question for two reasons: (1) it has been 
imperfectly dwelt upon by most authorities of gynecological litera¬ 
ture, and (2) it is a disease of enough frequency and importance 
to entitle it to greater consideration on our part. 


PRECOCIOUS DEVELOPMENT OP THE EXTERNAL GENI¬ 
TALS DUE TO HYPERNEPHROMA OF THE 
ADRENAL CORTEX.' 

By Henry D. Jump, M.D., 

Henry Beates, Jr., M.D., 

AND 

W. Wayne Baiicock, M.D., 

OV PHILADELPHIA. 

The case which we present is one of those rare conditions of 
childhood; of unusual development of hair on the pubes and face 
with hypertrophy of the external genitals, without menstruation, 
which are apparently due to hypernephroma of one adrenal body. 
A similar case was presented in life at a meeting of the Philadelphia 
Pediatric Society in 1903 by Dr. D. J. M. Miller.' The girl died 
shortly afterward and the autopsy, done by Drs. C. Y. White 
and V. Nisbct,' showed the growth to be hypernephroma of the 
right adrenal. Since the presentation of that case there have been 
collected by Bullock and Scquira, 4 Guthrie and Emery, 5 and Glynn 
and Dun 5 sixteen other cases of the same type. The discussions 
by these authors have made this subject more clear, and have 
added much to the knowledge of this and allied conditions. The 
history of our ease is as follows: 

> Read before the Philadelphia Pediatric Society. 

* Arch. Pod., 1003, p. 932. 

* Trans. Philadelphia Ped. 8oc., 1901-05, V, i. 

4 Trans. Path. Soc. London, 1005, Ivi, 189. 

4 Clin. Soc. Traos., xl, 175. 

4 Liverpool Med. Chlr. Jour., 1011, xxxi, 116 



